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Claim Teams







Lost Time Adjusters




Medical Care
Work Related Incident
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Medical Only v. Incident Only
Claims
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WC Benefit Pay

Medical $23.2 Million $20.3 Million

Indemnity $30.6 Million $30.5 Million

Other $ 4.2 Million $ 3.9 Million

Total Benefit $58.0 Million $54.7 Million
Payments $10.0 Million Local
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North Carolina Industrial Commission

STATEMENT OF DAYS WORKED AND EARNINGS OF

F O R M 2 2 INJURED EMPLOYEE

The Use of This Form |s Required Under the Provisions of the Workers' Compensation Act

Employee’s Name Employer's Name
Address Employer's Address

City State Insurance Carrier

s Statement of Days
Worked and wooe owne o)
Farnings of Injured R
Employee

» Proper Completion
s BReport Timely

IC File #
Emp. Code #

Carrier Code #

Carrier File #

Telephone Number

State Zip

State Zip

Fax Number

ﬁ Amount

Was this employee given free rent, lodging, or board or other allowances made in lieu of wages?

If so, state weekly value thereof: $
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FORM 19

» employer s Beport of Injury

10 1he NOCIC
s Wiormation and Input

» 550 Claumant Address,
Occupation, DOB, Phone
Mumber

North Carolina Industrial Commission

EMPLOYER’S REPORT OF EMPLOYEE’S INJURY OR

OCCUPATIONAL DISEASE TO THE INDUSTRIAL COMMISSION

To the Employer:

A copy of this Form 19 accompanied by a blank Form 18 must be given to the employee. It does
not satisfy the employee’s obligation to file a claim. The filing of this report is required by law.
This form MUST be transmitted to the Industrial Commission through your Insurance Carrier.

To the Employee:

This Form 19 is not your claim for workers’ compensation benefits. To make a claim, you must complete
and sign the enclosed Form 18 and mail it to Claims Administration, N.C. Industrial Commission, 1235
Mail Service Center, Raleigh, NC 27699-1235 within two years of the date of your injury or last payment
of medical compensation. For occupational diseases, the claim must be filed within two years of the date
of disability or the date your doctor told you that you have a work-related disease, whichever is later.

The Use of This Form Is Required Under the Provisions of the Workers' Compensation Act

Employee's Name Employer's Name

Address Employer's Address

City State Zip Insurance Carrisr

Home Telephone Work Telephone Carrier's Address
- OMOF I -
Sex

urity Number Date of Birth Carrier's Telephone Number

Employer .
2. Location of plant where injury occurred

Time - County Department
And . Date of injury I 4. Day of week
Place 5. Was employee paid for entire day

Give nature of employer’s business

Hour of day
Date disability began | /

IC File #
Emp. FEIN
Carrier FEIN

Carrier File #

The |.C. File # is the unique identifier for

correspondance

Telephone Mumber
City State Zip
Policy Humber
City State Zip

Fax Mumber

State if employer's premises

Oam. OPM

8. Name of supervisor

Person
Injured

(d) Avg weekly wages w/ overtime  §

(e) If board, lodging, fuel or other advantages were

z furnished in addition to wages, estimated value per day week or month.~ §
e D ate yo u O r t e S u p e rV I SO r Describe fully how injury occurred and what employee was doing when injured
Cause
% ¥ 2 And Nature
st knew of injury oy
(Statement made without prejudice and without vouching for comectness of information)
List all injuries and specify body part involved (e.g. right hand or left hand):
® - “ < Date & hour returned to work
eal DesCHIPUOl 01 11NCIOelN A vl occ
Was employee treated by a physician
Fatal Cases Has injured employee died 20. If so, give date of death (Submit Form 29)
~ i Employer name
» Specific Body Parts
OSHA 301 Informatiol
Case Number from Log: Date Hired: Time Employee began work on date of incident: e medical treatment provided,
: AM. O PM entire next line
o Name of facility: Address: Street/City/Zip/Telephone ER visit? Overnight stay?

O Yes [JNo O Yes [1No
in a manner that protects the confidentiality of employees to

Report Timely




Split Funding
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The Workers’ Compensation
Litigation Process
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State Disability Benefits




TTD Benefits Continue




Claims Become Expensive

%

% ~
@)%
7
g

g , Py / sy, et r ?
2 ) nmicabhah B % 7 B B
J o %’%4’55?///%%??//«/ DS
7 ’ // Ottt TTT
- Y ﬁ/ﬁ/// /;f;;;z ///?‘74/”‘ %7 /%%
=

7 Z : , % /

e Voesn I return bac
e
s

@,
@
7
%

B
Z g ]

1
n
“




(p)
=
(7p)
o
Q.
D
()
O
)
©
&
@
=
-
o




(7p)
D
(@)
D
=
O
-
o
)
o
-
(b)
&
=
O
o
-
o
@
o
)
o
@

AAAAALhl:;AA A A A A



THANK YOU
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